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We want to know what you think! 

This section of our Long Term Plan is still in development and has been shared at an 
early stage to allow time to incorporate feedback from local people, our partners and 
stakeholders.  

If you have any comments, questions or think anything is missing, we would 
really like to hear from you.  

Please email elhcp.enquiries@nhs.net before Friday 25 October 2019 so we can 
make sure your comments are considered before the document is finalised in 
November 

Ageing well 
 
NEL has a growing ageing population with 281,550 people aged over 60. It is projected that 
by 2035, there will be 408,772 people aged 60 and over and in line with an ageing 
population, there will be an increase in the number of people living with long term conditions 
and the number of those living with dementia is set to double by 2030. This will inevitably 
increase the number of people needing NHS care and also the intensity of support they 
require.  
 
NEL is a diverse population with a high number of ethnic groups which presents increased 
risk of some priority health conditions. Black and South Asian people have a higher risk of 
developing diabetes and Black men are at a higher risk of developing prostate cancer. 
Across NEL, we will ensure that all ethnic groups have access to prevention measures to 
maintain a healthy and independent life for as long as possible. In order to complete this 
work, we will be ensuring that all partners agree to prioritise our ageing well agenda and that 
funding will be used to focus on:  

• Working in collaboration with health and social care to ensure that people are 
supported to age well.  

• We will prevent poor outcomes through active ageing 
• Ensuring that quality of care is improved within our existing acute and community 

services. We will also develop new services in collaboration with our partners based 
on patient needs.  

 
We will develop our own ageing well programme which will meet bi-monthly with all partners. 
BHR partners have been working on improving care for our ageing population. They have 
introduced an ageing well strategy and have improved the provision of services for patients 
which have mostly focused on reducing social isolation and loneliness through the promotion 
of local ageing well groups. We will build on this and across NEL, will benchmark ageing well 
services currently in place to understand the provision and from this, our funding for the 
programme will focus on the following work: 
 
Anticipatory care  
Our focus is on ensuring that people age well and maintain a healthy life that our ageing 
population maintain good physical and mental health, through healthy diet, promotion of 
regular exercise, tackling loneliness and early identification of health problems and 
treatment. We will be focusing on the implementation of anticipatory care for complex 
patients at risk of unwarranted health outcomes in NEL. We will target support towards older 
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people with moderate frailty as well as people of all ages living with multiple comorbidities. 
Anticipatory care will be delivered jointly by primary and community services and we will 
ensure integrated teams are in place along with social care and the voluntary sector. The 
programme will be delivered through primary care networks and multi-disciplinary teams and 
will use the electronic frailty index and clinical judgement. This will identify older people living 
with frailty and their carers who are at risk of adverse health outcomes and provide them 
with tailored and personalised care. Through the implementation of anticipatory care, 
patients will be supported to stay well and at home for as long as possible.  
 
Community care 
Our key priority to ensure people age well is to improve our offer of primary and community 
based care. In 2018,164,673 patients aged 60 and over in NEL received care in hospital and 
this can often be due to no diagnosis or poor management of a health condition. Within the 
ageing well programme we will transform out of hospital care and fully integrate community 
based care to ensure that people receive their care out of hospital. In order to complete this, 
we will focus on the provision of primary care as part of the primary care network delivery. 
We will ensure for those patients aged 60 and over they will receive a health check in 
primary care to identify or discuss their health, ageing well and any long term conditions they 
may have. This will ensure patients receive care personalised to their needs and allow 
people to be identified who may benefit from the personalisation programme in NEL.  To 
ensure that all primary care staff have a knowledge of ageing well and how to support 
patients, the programme will ensure that we help to tackle the workforce challenges in 
community services. This will be done through supporting the workforce programme on 
primary care and ensuring that all primary care staff are offered training and support to 
provide personalised care.   
 
In terms of reducing the number of people conveyed to hospital we will ensure that we 
support primary care to develop enhanced health in care homes to identify and treat long 
term conditions effectively. Our intention is to reduce avoidable emergency admissions, 
ambulance conveyances and sub-optimal medication regimes. In order to do this we will 
involve the delivery of enhanced primary care/speciality support in care homes, regular 
multi-disciplinary team resident reviews, aligned with rehabilitation services where these are 
provided, and support timely access to out of hours support and end of life care. We will also 
deliver improved crisis response within two hours, and ensure that reablement is provided 
within two days in our community health services.  
 
Collaboratively with our partners, the programme will ensure that we improve the 
responsiveness of our community health services. In line with the ageing population we 
anticipate that there will be an increase in the need and use of community services.  In order 
to do this we will develop local ageing well service specifications in line with our partners. 
We will work in collaboration with our voluntary sector partners, such as Age UK who have 
existing commissioned contracts across NEL and work with supporting patients and carers in 
the community. The programme is also committed to reducing variation across boroughs 
and ensuring that no matter where a person lives, they will receive care which supports them 
to age well. We will develop a cross sector engagement strategy to find out the needs and 
wants of our population and will be identifying and addressing issues which prevent cross-
organisational and integrated team working.   
 
Improving dementia care 
As the population ages, dementia has become one of the most important health issues 
nationally and the number of those living with dementia is set to double by 2030. Dementia 
and dementia care costs the health and social care economy more than those for cancer, 
heart disease and stroke combined. The aim of our programme on dementia will be to raise 
the profile and importance of dementia care and support and to ensure that services in the 
community meet the needs of our patients with dementia and their carers.  
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Within NEL, Havering has one of the highest proportions of older people in London. The 
population of over 65s is expected to increase by 26% over the next 15 years; and that of 
the 85+ by 46% over the same period. Many ageing people with dementia and also be living 
with other long-term conditions, as the risk factors for the main types of dementia are similar 
to those that result in conditions such as cardiovascular disease (CVD) and diabetes. People 
with a learning disability are at an increased risk of developing dementia compared with the 
general population, with a significantly increased risk for people with Down’s Syndrome and 
at an earlier age. 
 
Our priorities to improve dementia care across NEL include:  

• Raising awareness, prevention and identification 
• Access to timely assessment and diagnosis 
• Supporting people to live well with dementia  
• Ensuring that those with dementia are supported during their end of life 

 
To achieve our priorities, by 2023 we will: 

• Ensure that the workforce are trained to develop and acquire appropriate 
competencies and skills in dementia, ageing well and end of life care.  

• Ensure that care packages also meet the needs of the caregiver, including their 
health and wellbeing.  

• Co-design service specifications and delivery with service users and carers, 
providers, and commissioners.  

• Provide access to high quality evidence based services in the community including 
advice, information, housing support and leisure activities which enable people with 
dementia and their carers to live well. 

• Commission and provide a range of high quality evidence based services which are 
accessible, integrated and in line with local levels of need, both now and in the future. 
This will need to take full account of the predicted increases in levels of need and 
demand on services. 

• Develop robust data and reporting systems for services across the dementia 
pathway, in order to fully understand the impact of the predicted increase in demand 
and its impact on services. 

• Develop a cohesive and whole system approach to the commissioning of dementia 
services via partnership working with health, public health and social care.  

• Continued awareness raising across the community, through the Dementia Action 
Alliance, which is the favoured model for the development of ‘dementia friendly’ 
communities and is effective in reducing stigma. 

 
Spotlight on: Homerton’s integrated independence team  
 
Based at Homerton Hospital, City and Hackney CCG’s Integrated Independence Team 
takes an innovative, multi-disciplinary approach to helping people maintain their 
independence. 
 
The team is a fully integrated service which is jointly funded through health and social care 
budgets. The service works in collaboration with  the local authority, primary care and 
other statutory and voluntary organisations to ensure people get the care they need to 
stay as independent as possible for as long as possible. 
 
It is a multidisciplinary team comprised of physiotherapists, occupational therapists, 
speech and language therapists, social workers, consultant geriatricians in intermediate 
care, nurses, OT technicians, psychotherapists, independence assistants and 
coordinators.  
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The integrated independence team sets rehabilitation goals and works towards these via 
bespoke treatment plans and also by providing practical support, such as help washing 
and getting dressed. It also addresses longer term concerns like social isolation through 
partnership working with established services in Hackney and the City. 
 
The multi-disciplinary team works with GPs and district nurses as well as emergency 
departments to make sure that unnecessary admissions to hospital are avoided and 
people get the care they need to keep them out of hospital.  
 
It aims to: 

• avoid hospital admissions and attendances at A&E 
• provide early, supported discharge from hospital wards 
• support patients to work towards attainment of rehabilitation goals when at home 
• prevent early admission to long term residential care 

   
The team has a clinically-led single point of access and initial screening determines the 
urgency of the patient’s needs and if necessary, a rapid response team can be mobilised. 
These rapid response clinicians focus on seeing patients usually within an hour in A&E 
and within four hours on ACU/general wards.  
 
Around 350 people are referred to the integrated independence team each month. These 
come from GPs, hospitals, social services, community mental health teams and others. 
London Ambulance Service is also able to refer direct to the team if necessary.  
 
Care support packages are put in place where relevant at the point of discharge from the 
service to ensure care continues as needed in the longer term, with the team working with 
the voluntary sector and charities such as Age UK. 
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